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 ir :!:: foeiLs. L'n.e>s the foetal blood contains more than 50 parasites
per w.m.TU i.e. .ncre than about 11,000,000 parasites in the whole of
its hiooil ii may not shov. any clinical evidence of malaria, but such an
infant ma\ soon after develop malaria, if the rate of multiplication of
the parties becomes rapid. On the other hand, if the resistance of the
foetus is great, the parasite may die; this explains the failure of some
obseners to find the plasinodiurn in the foetal blood. A malarial mother
ma\ give birth to a dead foetus, as a result of the massive infection
of the placenta with the plasraodium, the hyperpyrexia, or the direct
infection of the foetus, or to a live feeble infant which dies soon after,
or to one vv ith signs of the disease, namely, pyrexial attacks followed by
sweating, splenic enlargement, and the presence of the plasmodium in
its blood. A case of foetal malaria with the parasite in the blood has
also been recorded as the result of malarial treatment of a tabetic
expectant mother.
Malarial expectant mothers should receive full doses of quinine, 5 to
10 grains three times a day, which in such cases does not act as an
ox\tocic but, on the contrary, prevents premature labour in the same
way as mercury, which acts as an abortifacient in healthy women,
prevents and cures foetal syphilis in syphilitic wromen. According to
Manson-Bahr, atebrin (an allyl amino-acridme derivative) is better
tolerated by pregnant women. It is given in 4£ grain doses for ten days.
It is remarkable that, whereas in non-malarial countries the neonatal
mortality has been stationary, in tropical countries in which malarial
expectant mothers receive adequate quinine therapy it has greatly
fallen because of the decline in the birth-rate of premature and debili-
tated infants. (Personal communication from Dr. S. Eveson, Health
Officer of Singapore.)
(g) Tuberculosis
Foetal tuberculosis, although extremely rare, undoubtedly occurs, as
shown by the discovery of tubercle bacilli or disseminated miliary
tuberculosis in still-born foetuses, when the question of early postnatal
infection does not, of course, arise (Whitman and Greene).
The disease may be transmitted to the unborn child in a number of
ways:
a.	Germinal infection. (1) The ovum may contain the bacillus before
it is fertilized. (2) The bacillus may enter the ovum with the fertilizing
spermatozoon, to which it has become attached in its course from the
testicle through the male and the female genital tracts until it reaches
the ovum in the Fallopian tube. Semen from a tuberculous patient has
produced tuberculosis when injected into animals. Germinal infection
may also occur as the result of lubricating the penis before coitus with
sputum laden with tubercle bacilli (Cornet). On the other hand it is
contended that germinal infection cannot produce foetal tuberculosis,
because an ovum so infected would be killed before it began to segment.
b.	Trans-placental infection as the result of maternal bacillaemia. In

